assay, which is quantitative, is not complicated by dietary factors other than ingestion ofblood, and measures both intact haemoglobin and its degradation products.
When evaluating faecal occult blood loss during exercise variables other than analytical ones must also be considered; these include sampling methods,'0 gut transit time,38 and the faecal mass and its water content."' The normal range of daily gastrointestinal blood loss has been established as 0-5-2-0 mg haemoglobin/g by radiochromium labelling methods'2"3; by HemoQuant assay we found a similar range (0-10-2-53 mg/g). During prolonged walking we did not show any significant day to day variation in faecal blood loss, and clearly this form of low intensity exercise had no adverse effects on the gastrointestinal tract.
In previous studies of marathon runners tests for faecal occult blood gave positive results in 8% (n=39),7 13% (n=63), 6 and 22% (n=32)2 of runners after the race, but only peroxidase based screening tests were used and none excluded possible interference by medicinal or dietary factors. In our study 13 out of 46 (28%) marathon runners reported taking some form of drug before the race, and in two runners dietary factors invalidated the test results.
In the only previous study that measured actual gastrointestinal blood loss before and after races of between 10 and 42-2 km faecal blood increased in 20 out of 24 (83%) runners, from a mean loss of 0 99 mg haemoglobin/g before the race to a mean peak value of 3-96 mg/g after the race, although this last figure seems to have been biased by the inclusion of one subject with a blood loss after the race of 43-2 mg/g.3 Our study of a larger and more heterogeneous population who completed a marathon found only a minor median increase in blood loss after the race equivalent to 0-4 ml of whole blood a day after we had excluded results complicated by drug or dietary factors. Although this increase was significant, we regard it as having no clinical relevance in healthy athletes. More important, however, we showed that this increase was significantly exaggerated in those who took drugs, especially analgesics, before the race. We believe that the apparently common practice of taking analgesics before marathon running2 should be strongly discouraged.
The mechanism of the gastrointestinal blood loss associated with marathon running has been recently reviewed'4 and variously attributed to gut ischaemia, mechanical factors including "caecal slap"'5 and volvulus, ' 3 The purpose of this study was, firstly, to identify useful predictors that would detect patients with embolic cardiac disease and, secondly, to discover the prevalence and type ofechocardiographic abnormalities in these patients.
Patients, methods, and results
During September 1983 to December 1985 we examined a total of 97 patients, most of whom were suffering from ischaemic infarction of the carotid territory. All patients were aged under 70 and the 55 patients aged 49 or less accounted for three quarters of all patients of that age in our own hospital's catchment area who suffered ischaemic strokes. Both two dimensional and M mode echocardiography was performed on all patients according to the recommendations of the American Society ofEchocardiography.4 The type ofequipment used was an ATL Mk 300C with a 3 0 MHz transducer. We chose the following as possible predictors of echocardiographic abnormalities: evidence of cardiac disease reported in the case notes, cardiac murmurs, electrocardiographic abnormalities, and increased size of the heart in radiographs. Carotid angiography of the affected artery was performed in 72 patients and the angiograms classified according to presence or absence of atheromatosis. We conclude that echocardiography is worth while in ischaemic cerebrovascular disease. Because of the low incidence of cerebral ischaemia in patients aged under 50 (around 10 cases/100 000 a year) all these patients may be examined without undue demands on resources. Older patients may be selected for examination by using the predictors listed above. Echocardiography may be a decisive factor in choosing treatment, though the place of anticoagulants remains controversial. were asked to record the average amount of pain experienced over each 12 hour period, and morphine requirements were noted. Two pregelled six inch electrodes were applied longitudinally to the thigh of the ischaemic leg, and transcutaneous stimulation was provided by a Wright Care transcutaneous electrical stimulation system (Dow Corning Wright, Berkshire). All patients had a short demonstration on the use of the device and were told that they might experience a tingling sensation. The light indicator on the stimulation device was covered by an opaque material, and the polarity of the batteries in the device was reversed for the patients receiving sham treatment. Discovery of occult legionella pneumonia in a long stay hospital: results of prospective serological survey Pneumonia is the most common infection associated with death in the elderly, and legionellae are known to be a common cause. Legionnaires' disease was diagnosed by sputum culture and antibody seroconversion in a patient with acute pneumonia, who had been transferred to our hospital from a long stay hospital. As a result we initiated a prospective serological survey of all patients with nosocomial pneumonia in that hospital to determine whether legionella pneumonia was present but undiagnosed.
Methods and results
The study was performed from September 1984 to June 1985 in a 432 bed hospital for the long term care of elderly people, mostly men. Patients with fever or respiratory symptoms were sought daily. They were considered to have pneumonia if, in addition to a new pulmonary infiltrate, they fulfilled two major
